Primary chondrosarcoma of the trachea is an extremely rare non-epithelial neoplasm with only few cases published in the literature. We present a rare case of tracheal chondrosarcoma with extensive extraluminal growth. We operated a patient with obstructive tumour of the upper third of the trachea via partial sternotomy. Before surgery, a Hanarostent was put into the trachea to treat a life-threatening stenosis. Postoperative period was uneventful. We discuss the incidence, clinical presentation and treatment options in patients with rare tracheal tumours. In some cases, a multidisciplinary approach (endoscopic intervention followed by surgical resection) is an effective treatment tool.
INTRODUCTION
Primary chondrosarcoma of the trachea is an extremely rare non-epithelial neoplasm with only few cases published in the literature [1, 2] . We present an unusual clinical case of primary chondrosarcoma of the trachea with extensive extraluminal growth.
CASE REPORT
A 55-year-old man was referred to our clinic with stridor, wheeze and shortness of breath. Thoracic computed tomography showed an intraluminal (13 x 9 x 13 mm) and predominantly extraluminal heterogeneous partially calcified mass at the level of Th1-Th2 43 x 33 x 43 mm in size. The tumour obstructed two-third of the tracheal lumen at the Th1 level (Fig.  1A) . Emergency bronchoscopy revealed the obstructive tumour of the upper-third of the trachea (Fig. 1B) and endobronchial ultrasound-transbronchial needle aspiration was performed and at the end of the procedure, because of to the severe stenosis and respiratory failure, a self-expanding metallic Hanarostent (NTS-14-080-050) was inserted into the trachea and then removed the day before surgery. Cytologic examination of the transtracheal aspiration biopsy showed chondrosarcoma cells (Fig. 1C) . Ultrasound examination of the upper mediastinum confirmed the huge extratracheal mass without infiltration of the adjacent structures (Fig. 1D ). After stenting, the patient's respiratory function was improved, and 3 days later, the patient was operated via a collar incision and partial median sternotomy. Tracheal resection (3 cm) and removal of bulky extratracheal tumour component were carried out ( Fig. 2A) . Tracheal anastomosis was performed by standard technique using PDS 3/0 (running suture on the membranous part, interrupted sutures-on the anterior wall). Postoperative period was uneventful. Pathologic examination confirmed the low-grade (G1) chondrosarcoma of the trachea with negative resection margins (Fig. 2B ). The patient was discharged from the clinic at the postoperative Day 9. The patient stays in a good condition and free of the disease since 24 months postsurgery.
DISCUSSION
Primary tumours of the trachea are rare. Reported frequencies range from 0.075% in autopsy series to 0.19% of all patients with malignancies of the respiratory tract. In adults, approximately 90% of primary tracheal tumours are malignant [2, 3] . The most common of these malignant neoplasms are squamous cell carcinoma and adenoid cystic tumour, together comprising approximately 75% of all primary tumours of the trachea, while primary chondrosarcoma of the trachea is extremely rare [2] . The tracheal chondrosarcomas arise from the cartilaginous rings and may cause an obstructive syndrome depending on whether the tumour grows intraluminally or extends through the tracheal wall. There are no specific radiologic symptoms at presentation, except for the zones of calcification in some cases [1] detected during computed tomography examination as stated in our case. Wagnetz et al. [4] reported a patient with primary chondrosarcoma of the trachea as a rare complication of Maffucci syndrome (a rare congenital non-hereditary disease characterized by subcutaneous haemangiomas and multiple enchondromas with a high risk of malignant transformation into chondrosarcoma). Sometimes primary chondrosarcoma of the trachea can present as a huge extratracheal mass mimicking primary mediastinal tumour without any tracheal stenosis [5] . In our case, severe tracheal stenosis was the main symptom at the time of admission that required emergency stenting to maintain airway patency as a bridge to tracheal resection. Tracheal resection, usually performed via transsternal approach, is a main treatment option in localized primary tracheal neoplasms, located in the thoracic part of the trachea with negative resection margins. In our case, we used collar incision and partial sternotomy for tracheal resection with a standard technique described elsewhere.
Pathologic diagnosis between chondroma and chondrosarcoma sometimes is very difficult, especially in low-grade tumours. Consequently, the diagnosis is often revised in cases of tumour recurrence [1] . Chondrosarcomas of the trachea tend to grow slowly and not to metastasize, in contrast to chondrosarcomas found elsewhere in the body. They typically behave in a non-aggressive manner and will recur locally if not excised adequately [2] . In our case, diagnosis of chondrosarcoma was proved preoperatively by cytological examination of transtracheal aspiration biopsy and confirmed by histological study of the resected specimen.
CONCLUSION
This report demonstrates the unusual presentation of the primary chondrosarcoma of the trachea with the extensive extraluminal component and efficacy of multidisciplinary (endoscopic intervention followed by surgery) treatment approach in the patient with an extremely rare tracheal neoplasm.
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